INTRODUCTION: Withholding (WHLST) and withdrawing life-sustaining treatments (WDLST) occurs in most intensive care units (ICUs) around the world to varying degrees. METHODS: Speakers from invited faculty of the World Federation of Societies of Intensive and Critical Care Medicine Congress in 2013 with an interest in ethics were approached to participate in an Ethics Round Table. Participants were asked if they agreed with the statement "There is NO moral difference between withholding and withdrawing a mechanical ventilator." Differences between WHLST and WDLST were discussed. Official statements relating to WHLST and WDLST from Intensive Care Societies, professional bodies and government statements were sourced, documented and compared.
I. Introduction
Forty years ago, patients typically died in intensive care units (ICUs) after failed cardiopulmonary resuscitation (CPR). Over the ensuing years, foregoing of life-sustaining treatments has become a more common way for ICU patients to die. Studies around the world have demonstrated that forgoing of life-sustaining treatments occurs in 1.5% to 22% of patients admitted to ICUs (1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) and that forgoing of life-sustaining treatments occurs in 23-93% of patients who die (2, 4, 6, (10) (11) (12) (13) (14) (15) (16) . In these studies, death was preceded in 8-70% of patients by withholding of life-sustaining treatments (4, 6, 9, 13, (15) (16) (17) (18) (19) and in 3-69% of patients by withdrawing of life-sustaining therapies (4, 6, 8, 9, 13, (15) (16) (17) (18) (19) . Among individual ICUs within countries and regions, withholding life-sustaining treatments may range from 0 to 67% (2) whilst withdrawal of life-sustaining therapies may range from 0-96% (2, 6, 8) Clearly there is not only a significant variation in practice among the different ICUs in different countries, but also in different parts of a country (2, 6, 8) . In addition, there is evidence that limiting lifesustaining treatments has become more frequent in recent years (13) .
The experience in neonates and children is extensive and reveals differences in approaches in neonatal and pediatric critical care units as well as regional variations within and between countries.
For instance, in North America, Northern Europe and Australia it is rare in neonatal intensive care for infants to die while receiving CPR, and uncommon in pediatric intensive care units (PICUs).
Generally, 18% to 65% of PICUs practice withdrawal or withholding of life sustaining therapy or institute DNR orders with higher rates (30 -65%) in North America and Northern Europe, while in Eastern Central Europe decisions to forego life sustaining therapy are almost non-existent. (20, 21) .
There are also regional differences worldwide on how decisions regarding withholding or withdrawing life sustaining decisions are made and to what extent families are involved. In most cases decisions are made after discussion among the medical team and parents may be informed of the decision and may or may not be asked for their permission (20) (21) (22) (23) (24) (25) In addition, difficulty in reaching consensus is usually resolved over time (26, 27) and the approach to the use of sedatives and neuromuscular blockers are subject to individual preferences (23, 28, 29) . There are also differences in approach depending on race and resources in that limiting therapy is less likely if the patient is black or in units with no trainees (30) .
There are a number of reasons for these considerable differences in practices in the various ICUs.
These may include legal and regulatory issues and legal precedents within the country, the religious
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5 and/or cultural beliefs and practices of both the health care professionals and the patients and their families, the speciality of the attending physician, and the patient profile which may include the medical condition itself, as well as race/ethnicity and socioeconomic factors (31) (32) (33) (34) (35) (36) (37) (38) (39) answered the questions. The present paper summarizes opinions of participants and elaborates on one of the 76 questions the differences between withholding and withdrawing a mechanical ventilator."
III. Results
Respondents' answers to the statement "There is NO moral difference between withholding and withdrawing a mechanical ventilator" are outlined in Table 1 . Sixteen respondents stated there was no moral difference between withholding or withdrawing a mechanical ventilator, 2 were neutral and 4 stated there was a moral difference. The Round Table participant country laws or Intensive Care Society statements regarding differences between withholding and withdrawing life-sustaining treatments are shown in Table 2 .
IV. Organizations and government statements on the differences between withholding and withdrawing life-sustaining treatments
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It is increasingly recognized that in certain circumstances limitations of life-sustaining therapies in the critically ill may be both medically and ethically appropriate and in order to achieve this limitation of therapy, treatment may either be withheld or withdrawn. Withholding life-sustaining treatments is defined as a decision not to start or increase a life-sustaining intervention whereas withdrawing lifesaving therapies is defined as a decision to actively stop a life-sustaining intervention being given (6) .
In The dominant ethical opinion favors the equivalence of withholding and withdrawing therapy, using the Equivalence Thesis (66) . The Equivalence Thesis states that if there is no moral difference between withholding and withdrawing treatment there are no cases where it would be permissible to withhold treatment but it would not be permissible to withdraw the same treatment (if it had already been started but all other relevant factors are equal) (66) . Despite these philosophical equivalencies, some doctors and nurses have more difficulties withdrawing than withholding life-sustaining therapies (67-70) and a substantial number believe they are not equivalent (67,69,70).
V. Reasons why withdrawing is equivalent to or better than withholding life-sustaining treatments
As noted above most professional opinions are that withholding and withdrawing life-prolonging therapies are ethically equivalent. In fact, several of the major religions permit both the withholding and the withdrawing of non-beneficial life-sustaining treatments in terminally ill patients. This includes Christians (Roman Catholics and Protestants), Muslims and Buddhists (71) . Interestingly, the Greek Orthodox Church equates withholding with withdrawing therapy but prohibits both as it condemns medical acts that do not prolong life (71) . There remains, however, a diversity of views within each of the religions and there may be different opinions regarding withholding and withdrawing based on the country of origin of the patient and family or acculturation (71) .
In addition to noting the lack of a difference between withholding and withdrawing life-sustaining treatments, it has been suggested that withdrawing them may be more ethically sound (64, 72) . In the first instance, if withdrawal of therapy were not permitted than many ICUs would be filled with patients who are hopelessly ill and who are receiving ongoing treatment that is not likely to benefit them and is contrary to the four ethical principles (72) . A common additional reason given for the soundness of withdrawal is that if physicians are unable to withdraw therapies, there is a danger that they will not provide treatment, particularly in the acute situation, fearing that, once started, they will not be able to discontinue it (61, 64, 66, 72) . This approach may deny a patient the chance of receiving a potentially beneficial treatment. As a consequence patients who could have benefited may be denied potentially life-prolonging treatment (66) . By allowing a trial of a therapy rather than withholding it, the patient will be given every chance there is of possibly benefiting from the treatment. In addition, after the therapeutic trial, there will be less uncertainty and also a better assessment of the patient's prognosis (66, 72) . By permitting a trial of treatment, the patient is at least given a chance and only if the treatment is not effective is it withdrawn. If the doctor's assessment is incorrect (which occurs not infrequently) (73) then by withholding, no allowance is made for an error of judgment (72) . By permitting a trial of treatment, the patient is at least given a chance (72) . Adopting this approach, the withdrawal of life-sustaining therapies is not considered the cause of the patient's death as although patients may die sooner, the actions of doctors are considered "allowing the patient to die" from the underlying illness (61) . In addition, some national societies have explicitly stated that shortening the dying process using analgesics/sedatives may sometimes be appropriate even in the absence of discomfort (74) .
VI. Reasons why withholding is not equivalent to withdrawing life-sustaining treatments
Although the majority of organizations and ethicists believe there is no moral difference between withholding and withdrawing life-sustaining treatments, some clinicians and specifically a few in the Round Table do not share that view (75) . One of the suggested reasons is that withholding is passive and withdrawing is active. Although some experts (64) state that there is no moral difference between actions and omissions, the fact that patients die much more frequently and quicker after the withdrawal of therapy is associated with a greater sense of causing the patient's death, responsibility and even guilt. In the Ethicus study (6) of deaths or limitations of life-sustaining treatments in 4248 ICU patients, patients died more frequently within 72 hours after withdrawing treatments (93%) than
withholding therapies (68%) and more quickly. Some philosophers have supported this view, arguing that since killing is defined as an act that is the proximate cause of a death, then withdrawal of life support is also an act of killing, although one that may be justified (61) .
Another reason suggested for the Non-Equivalence between withholding and withdrawing therapy relates to the physician's duty of care (66) . Doctors take on a duty of care to patients once they start to treat them. Therefore, although it may sometimes be ethical to withhold therapy in a critical medical situation, it may not be ethical to withdraw therapy. According to Nozick's principle of original acquisition of holdings once a person has started on a treatment and has a holding in accordance with the principle of justice in acquisition, they may be entitled to that holding (76, 77) .
A third reason for the lack of equivalence relates to differences between the means versus ends.
Although the end may be the same for a dying critically ill patient, the means as to how a patient dies also has significance. According to some religions actions that hasten a patient's death are prohibited (71) . According to halacha or Jewish religious law the value and sanctity of human life is infinite and beyond measure. Therefore, any part of life is of the same worth and an act that hastens a patient's death, no matter how laudable the intentions, is equated with murder. The omission, withholding or the termination of an intermittently given life-sustaining treatment is permitted whereas the withdrawing or termination of a continuously given life-sustaining therapy is prohibited (49, 50) . The above deontological concepts are probably the reason that Jewish healthcare workers are more likely to withhold than to withdraw therapy (78) . Although withdrawing ventilators and other life-sustaining treatments are the most common methods of limiting therapies, there are some countries such as Israel where the withdrawal of a mechanical ventilator from a terminally ill patient is illegal based on The
Terminally ill Law (49) . Finally, although not a moral argument many physicians are more concerned about legal liability for withdrawing than withholding treatments and patients dying shortly after the withdrawal (79).
VII. Limitations and strengths
The present study has strengths. A group of intensivists from around the world with divergent One way around the equivalence dilemma that has been recommended is that there should be a change in emphasis of the guidelines regarding end of life decisions. Some authors recommend that the possible ethical differences between withholding and withdrawing therapy should be avoided.
Rather the particular situation and consequences of withholding or withdrawing treatment should be taken into account (80) . Other authors have stated that a more useful framing for this question is whether either or both withholding and withdrawing life-sustaining treatments are morally and ethically preferable to continuing life-sustaining treatments in certain circumstances, such as when the burden of treatment outweighs the potential for benefit. The rephrasing of these common terms focuses on the important issues of assessing the potential burdens and benefits of the treatments physicians offer (81) .
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Unfortunately, it is unlikely that these proposals will have any effect when the reasons for not accepting the equivalence of withholding and withdrawing life-sustaining therapies are religious and deontological. Despite the differences between physician opinions, agreement can be reached that treatment should be compassionate and caring meeting the needs of the patients and their families (75) . principles and processes as decisions to withdraw treatment. When death follows the withdrawal or withholding of treatment in accordance with the principles outlined in this statement, the cause of death is the medical condition that necessitates the treatment that is withheld or withdrawn.
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Austria and Germany-Austrian and German national societies point out that for decisions to limit life support withholding or withdrawing life support is regarded as ethically equivalent (41, 42) . There are also no legal differences (43) . In practice, however, ICU physicians and nurses often find it more difficult to withdraw than to withhold mechanical ventilation, possibly because of the psychological "advantage" to keep the airway accessible.
Belgium-The Belgian Society of Intensive Care Medicine states that there is no ethical or moral difference between withholding and withdrawing life-sustaining therapy (44) .
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Canada-Canadian Law and ethicists make no distinction between withholding versus withdrawing life-sustaining treatment. Clinicians often do feel that there is a difference in practice. The Canadian Critical Care Society position paper on withholding and withdrawing life-sustaining treatments (45) states that from a traditional ethical point of view there is no difference between the withholding or withdrawing of life support. If life support can be withheld, it can also be withdrawn. Nonetheless, it is generally better to provide treatment, with a strategy in place for later withdrawal if it is either of no medical benefit or proves too burdensome, than to withhold treatment altogether because of formal differences between withholding and withdrawing life-sustaining treatments given that all preliminary steps are followed and that in any case there is no pain or discomfort for the patient. continuous treatment) is an act that shortens life and is therefore forbidden. This is rooted in the Jewish legal concept that not only must the end be morally justified (allowing a suffering terminally ill patient to die) but in addition the means to achieve that end must be morally correct. The law, however, allows the possibility of changing the ventilator from a continuous treatment to an intermittent one by connecting a timer to the ventilator thereby allowing the ventilator to stop intermittently (50) . There was disagreement on these issues by the committee developing the law and a majority opinion believed that there is a difference between withholding and withdrawing a life-sustaining treatment therapy. The practical disagreement was minimized by accepting the concept of a timer attached to a ventilator (50) .
Israel-The
South Africa-The law does not expressly permit doctors to withdraw life-sustaining treatments or make a pronouncement on the equivalence or not of withholding and withdrawing therapy or recognize an advance directive ("living will") (51). However,
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ACCEPTED MANUSCRIPT 24 the National Health Act, 61 of 2003, section 6(1)(d) gives a competent patient the right to refuse treatment and in section 7, where the patient is incompetent, a surrogate may do so on his behalf. Withholding life-sustaining therapy is supported by legal precedent. In one case (52) , the judge did not find it necessary to draw a distinction between withholding and withdrawing treatment but applied the same approach to both possibilities which was to accept that, where a person's prospects of recovery and quality of life are nil, such as in a persistent vegetative state, the withdrawing/withholding of treatment would not invariably be wrongful, based on the legal convictions of society. In a more recent case it was held that the constitutional right of access to health care was dependent on the resources available and therefore also limited by a lack of resources (53) .
In South Africa withholding therapy is a decision required regularly in State funded practice due to resource constraints (54) . Decisions tend to be made earlier in State funded practice due to the presence of intensivists, occurrence of regular multidisciplinary ward rounds and significant resource constraints (12) . In contrast, in the private practice settings resources are less constrained and there are very few intensivist led closed ICUs so intensive therapy may tend to persist longer (55) .
Fortunately, the Health Professions Council of South Africa (HPCSA), which is the controlling body for Medical Practitioners', does have an ethical guideline booklet to guide and direct the practice of withholding and withdrawing treatment (56) . The guideline recognizes that "life has a natural end" and that there are life support techniques that may sustain life artificially for many years even in patients in whom there is little hope of recovery (56) . It indicates that the health-care professional may alleviate the suffering of a terminally-ill patient by withholding treatment and does not appear to differentiate withdrawal from withholding of treatment (56) . Furthermore, it
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25 does indicate that the patient's wishes need to be considered and that when a patient does not have the capacity to decide for themselves that the health care provider must respect any valid advance refusal (56) . With regard to the processes of treatment, it recommends that a decision regarding withdrawal or withholding of lifesustaining treatments should be made by the senior clinician in charge of the patient's care with consideration of obtaining a second opinion and that there should be consultations between the clinician, the healthcare team and those close to the patient to aim to achieve consensus on what course of action would be in the best interest of the patient (56) .
The Netherlands-The Dutch Intensive Care Society formulated end of life guidelines for withholding or withdrawing treatment in the critically ill in accordance with Dutch legislation (57) . This entails that intensivists, preferably in a multidisciplinary meeting decide on futility on the basis of which it is permissible to abstain from or stop treatment. There is no difference between withholding or withdrawing life-sustaining treatments. This is done preferably, in agreement with the family, but they do not have 'the last word'. In clinical practice the aim is to obtain consensus. 
